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N 002| 1200-8-6 No Deficiencies N 002

During the Annual Licensure survey conducted on
10/19/15 to 10/21/15, at Signature Healthcare of
Madison, no deficiencies were cited in relation to
the complaints #35371, 35495, 36842, 36122,
35370 under 1200-8-6, Standards for Nursing
Homes.
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